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ANGINA ABDOMINIS.1 

By Edward H. Goodman, M.D., 
PHILADELPHIA. PA. 

The term angina abdominis was introduced bv Baccelli to 
desen be parnful setzures in the abdomen tine to aneu”for- 

■ Read before the American Gastrcenterolodeal Aasoeiation. 
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mations in the vessels of the celiac axis, or clue to arteriosclerosis 
of these same vessels. Another name for the same condition has 
been offered by Iluchard, angina pectoris pseudogastralgique. 
Inasmuch as the name invented by Baccelli has been accepted and 
used by recent writers, notably Pal, Brunton and Williams, Minella, 
Ilreitmann and others, it is the term which should be used in the 
future for this disease. 

Case History. The patient, a well-preserved woman, aged 
eighty-two years, apart from trivial illnesses of but short duration, 
lias enjoyed good health for the greater part of her life. Twelve 
years ago she suffered with intense pain in the stomach, which was 
diagnosed at this time carcinoma ventriculi. In view of tile present 
state of health the diagnosis is subject to question. Disregarding 
this attack, which resembled the seizure recently experienced, the 
patient rejoiced in the best of health and spirits until the early 
part of September, 1910. hollowing hard physical work connected 
with housecleaning, a task which no appeal" to regard her years 
could make her depute to others, she was stricken with violent and 
intense pain in the umbilical region, which was accompanied by 
great anxiety, nervousness, restlessness and attempts at expulsion 
of gas per rectum and ex ore. These attacks having no relation 
to meals were repeated frequently, medication and diet proving un¬ 
availing, since September. She was seen by a surgeon in November. 
1910, as gall-stones were suspected, but the diagnosis was not con¬ 
firmed. Operation was disadvised, but no satisfactory conclusion 
was reached concerning the nature of the attacks. The surgeon’s 
examination, which was most thorough, failed to reveal any organic 
lesion other than the arteriosclerosis. 

The patient was counselled to remain in bed, to partake of noth¬ 
ing except milk, and was given a mixture of hydrochloric acid and 
pepsin, with occasional doses of sodium bicarbonate and nutmeg, 
l'or three days she was so much better that her physician per¬ 
mitted her to get out of lied, and again with utter disregard for her 
years, she cleaned a closet and laid unassisted a heavy carpet 
(November 23), being alone in the house at this time. Following 
this exertion she was seized with an excruciating pain in the umbili¬ 
cal region, with restlessness, extreme nervousness, attempts at 
expulsion of gas, no abdominal distention, no passage of urine or 
feces, some nausea, but no vomiting. The following morning this 
attack was duplicated in all characteristics except that the pain was 
less formidable. I saw the patient in company with the attending 
physician approximately about four hours after this second, and to 
date, last attack. The seizure on this day had been of short dura¬ 
tion, as were all the others, that is to say, the acme of the frightful 
pain was sustained for only a few minutes, but intense abdominal 
soreness followed, and was present when I saw her, and lasted for a 
period of about twenty-four hours. 
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I found the patient (November 24) to lie a remarkably well- 
preserved old lady, of frail build. The pulses were equal, regular, 
normal in rate, but the vessels were hard and easily palpable. The 
heart examination revealed a faint systolic murmur at the base, 
which was interpreted as living caused by aortic roughening. 

Jhe stomach was slightly dilated, there was a splash (milk had 
been ingested but a short time before) and some diastasis of the 
recti. The abdomen was very sensitive to pressure, particularly 
in the umbilical region, corresponding to a circular area about 6 
inches in diameter, having the umbilicus as its center. There 
was marked throbbing of the abdominal aorta, no evidence of anv 
enlargement of the vessels, and no murmurs. The reflexes were 
normal and the lower legs were slightly edematous. A rectal 
examination made by the surgeon five days previously, and being 
reported negative, was not repeated. The urine has contained 
albumin, but no sugar or casts. The blood-pressure was not taken 
at this time, as I had neglected to take my instrument, having been 
toll! It was essentially a stomach case. My neglect in this respect 
1 have since regretted, as my request to the attending physician 
for a subsequent report of the blood-pressure was overlooked. 
However, four months later the pressure was found to be 130-00. 

I believed we were confronted with an almost tvpical case of 
ongma abdominis, and although skeptical as to the correctness of 
this view, the physician consented to give my therapeutic recom¬ 
mendations a trial. To the patient was explained what we believed 
to be the cause of her distressing attacks, and we gained her support 
m the view that physical overexertion or nervous strain, or both, 
were predisposing factors in calling an attack into being. There¬ 

fore the recommendation to rest during the day, and particularly a 
half-hour s rest on the right side, with a hot-water bottle to her 
abdomen following her meals, was readily agreed to. She was 
pemutted to eat anything sparingly at the regular hours for meals 
and a glass of milk with a biscuit between meals. Only meat was 
restricted. Nitroglycerin, gr. t^, was given every three hours, 
and potassium iodide, gr. x, three times a day. Pearls of amyl 
nitrite were left in the event of a recurrence of the pain. 

Since November 24 the patient experienced the beginning of an 
attack, hut the attack was cut short by the prompt use of amvl 
nitrite, and since that date there have been no further attacks, 

lotassium iodide and 'nitroglycerin have long since been discon¬ 
tinued; the patient is active in lied Cross work, and seems to be 
enjoj ing the best of health, the fear of cancer having, to her great 
relief, been permanently dispelled from her thoughts. 

The symptoms as disclosed by the history of this patient seem 
almost typical of what has been described by others as angina 
abdominis, and a further discussion of the symptomatology of a 
classical case would seem unnecessary. Permit me to recall the 
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curdma! facts. The mam feature of this woman’s illness was the 
sudden agonizing pain which was directly associated with physical 
overexertion or nervous shock, thus in a way resembling the'onset 
of angina pectoris. There is a preyalent notion that all attacks of 
angina pectoris are determined by emotional or physical effort 
yet from Heberden himself we learn that attacks may‘occur during 
sleep and often during rest. Diderot records an'attack which 
aroused him from sleep (Allbutt). Nevertheless, many cases of 
angina pectoris are precipitated by exertion, and in this'patient of 
mme effort seems to have lieen the exciting factor. The pain is 
described by the patient as being horribly severe, and after the first 
seizure the dread of another and the realization that others were 
to occur, since the attacks were repeated, made her life one of 
continuous apprehension. 

Accompanying the pain there were efforts at expulsion of gas by 
mouth and rectum, and when belching could be effected there 
seems to have been some slight relief. The bowels were slightly 
constipated. There was slight nausea but no vomiting. 

the situation of the pain was about the umbilical region and 
radiated to the back, and following the seizure there was great 
sensitiveness on slight pressure about the umbilical region for an 
area h inches in diameter. 

1 he diagnosis should not lie difficult, and to my mind the main 
support of the correct diagnosis should be based on the frightfulness 
of the pain, the short duration of the same, the occurrence of 
the pain m arteriosclerotic individuals, usually advanced in years 
in "hom, apart from the arteriosclerosis, there can be found no 
appreciable sign of disease. Men are said to be more frequently 
affected than women. J 

The differential diagnosis must, in some cases, he made between 
abdominal angina and other diseases associated with gastric crises 
Here ,t may Ik- stated that Allbutt-believes that epigastric angina 
is but a somewhat aberrant form of ordinary angina, and due, 
broadly speaking, to disease of some part of the thoracic aorta; but 
in angina more definitely abdominal,” he thinks it may be due to 
disease of tile lower portion of the aorta or in other large vessels 
there. Osier is disposed to discredit the diagnosis, regarding 
abdominal angina as but the abdominal symptoms of angina pectoris. 
In tills patient of mine, despite her years, no symptom of am- 
card me disease had been complained of. There were no transient 
seizures without pain in which “there was a general suspension 
of tile minor operations of nature for three or four seconds ” called 
angina sma ilolore. 

• A.!Klor,ni:Ul1 a,.le,ur-Y.sm shpuld not be a matter of much moment 
m the differential diagnosis, as the pain is never anginoid, hut 
rather boring in character, and situate in the left abdominal region 
(Uf 1,9 cases reported by Nixon none had anginoid pains.) 
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labes dorsalis should be readily distinguished, as the reflexes 
point the way to the true diagnosis, unless, unhappily, the patient 
is a sufferer from both tabes and from angina abdominis. The 
pam m tabes is intercostal rather than abdominal. 

Closure of the mesenteric ressels I mention as an improbable 
differential diagnostic difficulty, on account of its extreme infre¬ 
quency and because of the impossibility of recognizing the condition, 
unless one has been the observer of a previous case. Closure of 
the mesenteric vessels may take place in either the veins or arteries 
as a result of thrombosis or embolism. I'or thrombosis, arterio¬ 
sclerosis itself is an underlying predisposing cause; for embolism 
valvulitis is the contributing factor. The onset of mesenteric 
closure is sudden and leads rapidly with great pain to collapse, 
liloodj vomitus is seen, and the stools, which contain blood, mav 
be either obstipated or diarrheic. The abdomen becomes dis¬ 
tended, painful and resistant to touch, with dulness in the 
dependent portions of the abdomen. The temperature is normal, 
pulse is rapid and soft and the patient gives the impression of one 
suffering with severe peritonitis or intestinal obstruction. In no 
case should abdominal angina be mistaken for mesenteric closure. 

1 should prefer to leave the question of pathology undiscussed, 
as but few cases have been studied satisfactorily from the clinical 
and pathological sides. \ anous suppositions have been suggested, 
but clinical and pathological precision has yet to contribute to a 
better analysis of these phenomena.” (Allbutt.) 

So far as therapy is concerned, rest is an important measure, and 
avoidance of physical or nervous strain is to be recommended. 
Diet is to be that generally recommended for individuals of advanced 
jears. Massage and faradization of the abdomen have been 
advised, and the homely liot-water bottle is not to be despised. 
I otassium iodide, sodium nitrite, sodiothcobromin, salicylate, nitro- 
glycerin, amyl nitrite may each have its place, alone or in careful 
combination. During an attack if amyl nitrite fails, morphia, 
hypodermically, may be employed. 

THE RELATION OF LUPUS ERYTHEMATOSUS DISCOIDES 
TO TUBERCULOUS INFECTION. 

By Richard S. Weiss, M.D., 

AND 

J. J. SiXGER, M.D., 
DF.rAlniII.NT OF INTERNAL MEDICINE. 

CLINICSjOF TUBERCULOSIS AND 
WASHINGTON UNI VERS ITT MEDICAL SCHOOL, 
DERMATOLOGY, ST. LOUIS, MISSOURI. 

The etiology of lupus erythematosus has been one of the obscure 
problems of dermatology ever since the first description of the dis- 


